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■ SHORT COMMUNICATION ■
Introduction
Epidermoid cyst of the presacral space is a rare con-
genital lesion of ectodermal origin. It develops from 
a remnant of ectodermal tissues misplaced during
embryogenesis. From histologic examination, it often
has a thin wall lined with stratified squamous epithelium,
surrounding a mixture of desquamous epithelial debris,
cholesterol, keratin, and water [1]. Usually, it is diag-
nosed incidentally due to the rarity of its occurrence and
its various clinical presentations. Presacral tumor compli-
cated with hydronephrosis is even rarer in the medical 
literature. To date, only one case of presacral tumor
complicated with hydronephrosis has been documented
[2]. In Taiwan, presacral tumor complicated with hydro-
nephrosis has never been reported. Herein, we present 
a patient with presacral epidermoid cyst, mimicking an
ovarian tumor, complicated with right hydronephrosis.
Case Report
A 62-year-old menopausal female, gravida 6, para 3,
abortion 3, suffered right lower abdominal dull pain 
for 2 weeks without relevant gastrointestinal symptoms.
She visited a gastroenterologist for help. Physical exami-
nation revealed an elastic, painless mass in the right
lower abdomen. Transabdominal sonography revealed 
a multilobulated tumor, 201512 cm in size, with
heterogeneous cystic content. Imaging by computed
tomography (CT) further revealed a 20-cm, well-defined,
thin-walled, homogeneous hypodense mass over the right
lower abdominal area, accompanying the right hydro-
nephrosis (Figures 1 and 2). Abnormal CA125 was also
noted (103.4 U/mL, normal: < 35 U/mL). However, the
other serum tumor makers, including CEA and CA199,
were within normal limits. She was referred to our hos-
pital for further management under the impression of
suspected ovarian malignancy.
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In our hospital, she first received right-side percuta-
neous nephrostomy (PCN) to release the obstructive
uropathy. Antegrade pyelography via PCN showed
total obstruction in the right middle part of the ureter,
with hydronephrosis and hydroureter. Hydronephrosis
was released effectively.
Subsequently, laparotomy was undertaken to remove
the tumor. During operation, bilateral ovaries and fal-
lopian tubes were normal by gross inspection and the
uterus was compressed to the left by the tumor (Figures
3 and 4). Of interest, the tumor originated from the pre-
sacral area, which was a multilobulated cystic tumor
with gray–white lamellar content, around 20 cm in dia-
meter. The tumor was large enough to push the right
side ureter to the midline away from its original route.
The lower margin of the tumor was down to the right
obturator fossa and was surrounded by the right obtu-
rator nerve, internal iliac vessels, cardinal ligament,
sacrum, rectum and bladder. The tumor also induced
severe inflammatory change over the omentum and
pelvic cavity (Figure 5). The capsule of the tumor was
dissected completely from the adjacent organs and sent
for frozen section, which revealed an epidermoid cyst.
Her postoperative course was uneventful. She remains
well at 14 months after surgery without recurrence and
complications. In addition, hydronephrosis regressed
spontaneously after surgery.
The final pathologic diagnosis was an epidermoid
cyst. Microscopically, the epidermoid cyst was made up
of stratified squamous epithelium and keratin. No seba-
ceous glands, sweat glands or hairs were found. There
was no evidence of immature or malignant components.
There was exuberant foreign body reaction, which indi-
cated previous cyst rupture.
Discussion
From a review by the Mayo Clinic, the incidence of pre-
sacral tumor is estimated to be 1 in 40,000 admissions
[3]. Traditionally, the classification of presacral tumors
has been separated into congenital (developmental),
inflammatory, neurogenic, osseous, specific soft-tissue
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Figure 1. Abdominal CT depicted severe right hydronephrosis.
Figure 2. Abdominal CT illustrated a multilobulated cystic
tumor.
Figure 4. Operation field revealed the left side pelvic cavity
with left ovary and tube, sigmoid colon. The presacral tumor
was just behind the uterus.
Figure 3. Operation field showed a right atrophic ovary and
a fallopian tube with mild swelling (held by smooth forceps).
The uterus was compressed to the left by the tumor.
masses and miscellaneous tumors. The most common
lesion is the developmental cyst [4]. The epidermoid
cyst, as in our patient, is the most common subtype
of the developmental cyst.
The presence of the developmental cyst is due to 
a certain developmental error during embryo formation
[5]. Developmental cysts include dermoid, epidermoid
and mucus-secreting cysts (hamartomas), teratomas
and teratocarcinomas. The differential diagnosis be-
tween these developmental cysts depends mainly on
histopathologic examination. Under microscopy, the
epidermoid cyst has a stratified squamous epithelium
with keratin but no skin appendages, such as sweat
glands, hair follicles, or sebaceous glands (which are
often seen in the dermoid cyst) [1].
Most patients with presacral tumor complain of non-
specific symptoms, and are usually not diagnosed until
the presence of complications, such as infection, fis-
tula, or compression of the rectum, occurs. Pain is the
most common symptom in patients with malignant or
infected tumors. The pain is generally a vague rectal dis-
comfort, exacerbated by sitting, and may signify an
infected cyst [1,3,5]. In this case, the patient had symp-
toms of abdominal pain, which may be compatible with
previous tumor rupture noted during operation. Besides,
there was obstructive uropathy with severe right hydro-
nephrosis, which affected renal function.
Many imaging tools have been used for the diagno-
sis of presacral tumor. From Yang et al’s report [1], CT
scan was the best diagnostic imaging tool. CT may show
a discrete well-defined hypodense presacral mass with 
a thin wall. Sonography may display the presacral epi-
dermoid cyst as a mass with heterogeneous low echoge-
nicity. With magnetic resonance imaging (MRI), there
may be heterogeneous low signal intensity on T1-
weighted MRI and high signal intensity with multiple
small hypointense foci in the nondependent portion on
T2-weighted MRI [1]. Additional studies, such as plain
sacral films, myelography, barium enema, arteriography
and transrectal ultrasound, may be beneficial in selected
cases [3]. In this report, our patient had a huge tumor
mimicking an adnexal malignancy. Her preoperative
CT scan and sonography studies did not show that the
tumor originated from the presacral region, which
deserved our attention. In the list of differential diag-
noses of a huge lower abdominal tumor before opera-
tion, a presacral tumor should always be kept in mind.
The presacral mass had been reported to be associ-
ated with sacral agenesis [1]. The congenital absence of
a whole part of the sacrum was first described in 1981
by Currarino et al [6]. The so-called “Currarino triad” is
a rare complex of a scimitar-shaped sacral bony defor-
mity, anorectal malformation, and presacral mass [7].
This triad is hereditary in at least half of cases [7]. How-
ever, our patient had an isolated presacral mass without
sacral agenesis.
Surgical excision, following detailed radiologic eval-
uation, is the treatment of choice for a presacral mass
[8]. The surgical approaches to presacral tumor include
transrectal and transabdominal routes. In a two-decade
long study, Pidala et al [3] collected 14 patients with a
presacral cystic lesion. They suggested that an operation
via the transrectal route is suitable only for the small,
low-lying, ballottable cysts that are mobile and not fixed
to the sacrum [3]. Preoperative studies should demons-
trate only a simple cyst without solid component or
bony involvement [3]. Otherwise, the transabdominal
route is preferred. In our case, the transabdominal route
was chosen due to the huge size of the presacral tumor
with right hydronephrosis. A transabdominal or com-
bined abdominosacral approach is occasionally required
for a larger or more complex lesions.
A preoperative biopsy is unnecessary and is actually
contraindicated for operable lesions, because it theoret-
ically carries a risk of spreading malignant cells to adja-
cent healthy tissues, and potentially risks infecting the
sterile cyst. The best biopsy is complete excision of the
tumor or frozen section diagnosis during operation [5].
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Figure 5. Operation field exposed the right obturator fossa
and adjacent tissues, including the right obturator nerve, right
ureter and right internal iliac vessels (tracted by ureter tractor),
which had severe adhesion with the presacral tumor.
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Surgical excision is recommended for all presacral
tumors to prevent further infection and malignant
degeneration as well as to differentiate benign from
malignant lesions.
In conclusion, presacral epidermoid tumor is a rare
tumor, and a large cystic tumor may mimic ovarian
tumor in imaging. All presacral tumors with or without
symptoms should be evaluated completely before sur-
gery. Surgical excision, preserving adjacent organs’ func-
tion, is very important. Above all, in the list of differential
diagnoses of a huge lower abdominal tumor before
operation, a tumor from the presacral region should not
be forgotten.
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